The golden moment after an adverse event Too often, patients are harmed by medical care. In the past two decades, we have become increasingly aware of this reality, and strive to mitigate the clinical impact. What is less well recognized is that, in the mind of the patient, there is little time for us to do the right thing. From the moment it is apparent that something has gone wrong, the clock is ticking.
A harmful incident presents a crisis not only for the patient's health, but also for their relationship with their clinicians. An adverse event threatens the patient-doctor relationship, damaging the trust the patient has placed in their providers.
Similar to trauma, for which R Adams Cowley described a "Golden Hour" to deliver lifesaving care, there is an analogous window of opportunity for patient safety incidents. 1 In this "Golden Moment" that follows a patient adverse event, the clinicians involved must take action before patient trust erodes, and judgments harden. This is the moment to communicate openly with the patient and family. It is also the time to support involved healthcare staff, and to draw lessons from the incident. But again, all too often, that moment is lost.
The Golden Moment can be lost due to the prevailing culture-which inspires a fear of punishment or litigation-and by lack of awareness, as well as by inadequate training.
After acting to mitigate medical harm, clinicians, uncertain what to do, may hesitate and delay. Incidents are not discussed with patients and families. At the same time, clinicians do not receive timely support. The silence and inaction adds insult to injury for patients, and clinicians also suffer unnecessarily. The system fails to learn and future patients are harmed.
There are a multitude of reasons why clinicians are reluctant to discuss errors with patients. These include fear of eliciting a negative response, as well as pride and fear of litigation. An additional barrier is inadequate training-clinician may not know what to say, or may doubt that a discussion with the patient will be successful.
Ironically, the response from patients will only get worse with time. Clinicians need to understand how important it is to communicate before the store of good will intrinsic to the patient-physician relationship drains away. They need to act while the patient still perceives them as being on the same side, before the patient's view of them switches from advocate to adversary, from trusted advisor to perpetrator. There is a dramatic difference between telling the patient something as a part of the normal dialogue between doctor and patient, and waiting until disclosure is inevitable.
For patients, an adverse event causes shock, grief and anxiety. Patients and families need and expect information even more than usual, and become angry and upset when this is not forthcoming. They begin to mistrust the healthcare team; some ultimately sue simply to learn what happened.
Clinicians need to sit down with the patient and family as soon as is practically possible to tell them what happened, answer questions, listen to their concerns, and express sorrow. If there was an error they should apologize, and take responsibility. As appropriate, the institution should take necessary steps to provide for their needs, and arrange for financial compensation.
After a serious adverse event, there are always second victims. Patient safety incidents can cause clinicians great distress, including remorse, worry, shame and guilt. Clinicians have high expectations of themselves, and it is surprisingly easy for them to feel inadequate and incompetent. Awash in a surge of glutamate and other neurotransmitters the experience can be frozen into their brains in a vivid flashbulb memory. 2 This can congeal into an indelible narrative that plagues the clinician in the nightmares, flash backs and avoidance that characterize post-traumatic stress disorder. There is evidence from other industries that early intervention can prevent this from occurring. 3 Organizations need a timely and systematic mechanism to support their healthcare workers.
For the system, after an adverse event there is a relatively short interval when crucial facts and contextual details can be captured in such a way as to inform interventions to prevent recurrence. If clinicians do not disclose adverse events to the patient, it is less likely that they will report them to their institution. No one ever knows.
A number of strategies can help. These include on fostering a culture of safety, allowing clinicians to speak up about adverse events. Clinicians can also be provided with strategies and training to promote open conversations with patients and families. In parallel to this, organizations need to provide a systematic mechanism to support healthcare staff.
Obstetrics is a branch of medicine where the general expectation is for good outcomes, including a happy, positive and rewarding experience for all involved. However, it also ensures that the tiny proportion of cases where there is a bad outcome will evoke magnified shock and distress. When there is an adverse outcome, the stakes are high for communicating in a timely, sensitive and skillful way. In this issue, three papers address safety and quality of maternity services.
Chandraharan questions current guidelines for interpreting fetal heart monitoring data. 4 A recent report suggests that in the UK, cardiotocograph misinterpretation accounted for 34% of all cases of poor perinatal outcomes. The author argues that more evidence-based, individualized methods are needed to assess fetal status in the labor ward.
Cossler and colleagues describe an innovative use of their hospital's malpractice data to identify risks to the safety of obstetric patients and their newborns. 5 Using these data they identified four key drivers of malpractice risk. Armed with this information, they created a regional obstetric quality network which intervened to reduce those risks. The result was a greater than tenfold reduction in serious events, as well as lower litigation costs.
Nowotny and colleagues took advantage of patient complaint data from an Australian maternity service. 6 They developed a coding taxonomy to interrogate the complaints in order to derive lessons for improving quality and safety. Their paper describes a successful test of the taxonomy on complaints from one hospital to identify actionable issues.
In conclusion, patient adverse events can pose a mortal threat to the patient-doctor relationship.
Waiting too long can lead to irreparable damage to patients, families and those taking care of them. The chance to repair the relationship requires timely and skillful communication, applied with humility. Clinicians cannot let those Golden Moments pass them by. There is a similarly narrow window of opportunity to reduce emotional trauma to sensitive and caring clinicians. Institutions should be ready to provide timely support to health care staff who experience stressful clinically related events. Acting quickly provides our best chance to heal both the patient and ourselves-and stop harm from happening again.
